books, chapters on neurasthenia contain no evidence that the features which distinguish neurotic from psychotic forms of depression have received due recognition. In the motley of neurasthenic symptoms, those with a manic-depressive taint are given no characteristic colour, and it is one of our duties to determine how far this distinctive coloration is possible.
We shall probably agree that there are mild forms of the psychosis which differ only in degree from the severe forms, and do not therefore present great diagnostic difficulties. The definite alternation of elation and depression and the periodicity of attacks are sufficient for labelling purposes.
But we frequently see depressed patients who do not give this history of preceding elation or depression. A source of anxiety may be ascertained and its importance as an a3tiological factor has to be measured. The sequence of events suggests that anxiety precipitated or caused depression, but further inquiries are necessary. Is the anxiety still operative ? If not, has its disappearance been attended by improvement ? What has been the patient's customary reaction to anxieties of similar or greater gravity ?
Although no definite story of preceding elation has been volunteered, inquiry may elicit a tale of restless activity or of unusual aggressiveness in the affairs of daily life. How does the patient describe his depression ? A cloud that never lifts and never can be lifted; not exactly a depression but a detachment from reality; a loss of interest in everything and everybody and a loss of natural affection, for all of which he blames himself. Had he behaved otherwise, this would not have fallen on him, and he is not disposed to attribute his troubles to the faults of others. Am I right in thinking that the neurotic throws the responsibility for his troubles on others while the psychotic is ready to shoulder it himself ?
While the depression covers his whole outlook, it is frequently centred on some event which hardly justifies his gloom. This concentration on one particular cause for his misery is not always present and its absence cannot be regarded as contraindicating the diagnosis of a psychotic depression.
The depression, again, is always at its worst in the early morning and is little influenced by environment. Mental or physical fatigue will add to its severity. It may lift for a few hours at a time, without apparent reason, especially towards the end of an attack.
Fears are often associated with the depression-fears of insanity, of cancer, or of syphilis; or there is only a vague and objectless apprehension. The power to grieve generally fails and tears are not easily provoked by emotional appeals. But some patients may weep copiously without being able to assign a cause, beyond their feeling of misery.
The patient's insight is usually well preserved but he complains that he cannot concentrate and cannot make a decision. His apparent defect of memory is the result of failure in attention.
Insomnia is not so invariable, or so difficult to overcome, as it is in anxiety states. I regard the absence of insomnia in a depressed person as pointing to the psychotic rather than the neurotic diagnosis. On the other hand, so great is the dread of the depression on waking that some patients fear to sleep and will take steps to avoid or postpone it.
The psychotic has more to say about his brain than about his other organs, and will describe periods of uncontrollable and incoordinate activity-" brain-racing " as well as periods of mental stagnation, inertia and confusion. The prospect of recovery is inconceivable, and distraction from his distressing thoughts is only temporarily, if ever, obtainable. Morbid thinking, especially in relation to selfdestruction, is an almost constant feature when sought for, and it is often difficult to determine whether attempts at suicide are impulsive or long premeditated. In most cases the latter is the more likely. The neurotic is more concerned with his heart or his bowels, distraction is mnore easily achieved, and though he may express the desire to end his misery by death he is very unlikely to take the steps necessary to encompass it. The possibility of recovery is not only entertained but acknowledged, though the responsibility for successful or unsuccessful treatment is thrown upon others.
Psychotic depression is always associated with physical disturbances. There is usually an alteration in appearance, due to the combined effect of a number of slight changes. The eyes are dull, the hair loses its natural lustre and wave, the skin becomes sallow and pigmented, there is lassitude, loss of appetite, constipation, and a furred tongue. Indeed, few of these patients in these days can hope to escape the diagnosis of intestinal toxcemia! I am not sure that the normal personality of individuals subject to these attacks is sufficiently constant to be of great value in diagnosis. They are usually wellendowed in regard to intellect, energy and conscientiousness, but may be lacking in confidence and initiative. Their diffidence and shyness may be well concealed by acquired mannerisms, so that they have a reputation for brightness and sociability, perhaps tainted by moodiness. When a woman of this description becomes less modest and retiring, more aggressive, restless and domineering, and this phase is followed by one of depression, the story is pathognomonic. But there are many cases in which no such history can be obtained, and some in which it is difficult to say when the real-normal-personality is present or absent.
More important than the patient's personality is his heredity. A history of mental disorder in the family has been assessed as high as 70% in the manicdepressive psychosis, and I lay stress on the frequency of suicides and of alcoholism.
The former suggests that the manic-depressive predisposition is directly transmitted, and the latter confirms my view that alcoholism is often the direct result of this periodic psychosis.
Having referred to the difficulty of diagnosis in the mild forms-and the milder the form, the more difficult the diagnosis-and having indicated very briefly a number of clinical points which appear to me to be of importance in arriving at a conclusion, let me emphasize those which I have come to regard as most helpful.
(1) The type of depression, as described by the patient, and its chronological incidence and variations. (2) The loss of all natural and accustomed interests-in other words, the failure of the affective side. (3) The self-reproach and assumption of responsibility. (4) The preservation of sleep or, in many cases, the mild degree of Section of Psychiatry and Section of Neuirology 883 insomnia. (5) The history of a hypomanic phase, however vague, or of a previous attack of depression similar in character, but often of very short duration. (6) The coincident physical disturbances already described. (7) The family history, particularly of suicide and alcoholism.
In many instances a correct diagnosis can only be reached after much time has been spent in eliciting and elaborating the patient's account of, and attitude towards, his symptoms, and in carefully assessiDg the value of each. Even then one is sometimes left in doubt.
Treatment.-While admitting that there is a right way and a wrong way of treating patients suffering from the manic-depressive psychosis, and that the recognition of this principle is a matter of paramount importance, I have grave doubts whether we can rely on any therapeutic measure to prevent or shorten an attack. Let us consider prophylaxis first. A patient has recovered from a mild attack of depression which was attributed to overwork, and we are asked to advise in regard to the future. We feel compelled to warn him against excessive exertion, mental or physical, and to advise him to be temperate in all his habits. But while doing so we cannot forget the women, leading quiet, blameless and sheltered lives, on whom these attacks of depression have descended from time to time without apparent reason. Nor can we ignore the fact that if a hypomanic phase develops, our advice will be unheeded. Further, there will come to mind patients with the manic-depressive taint who have battled through times of prolonged stress and anxiety with complete success, only to break down when they are in smooth water. It is so easy to find a causal factor, so difficult to prove its guilt! The s-ame scepticism undermines my faith in the efficacy of any treatment to shorten the attack. We know the patients who sink into depression every autumn and are cured by a new agency every spring. It was Cou6 one year, vaccines the next, and then hormotones, and we know that each year will add to the list. We have tried everything we can think of ourselves and, having given them up all in despair, our patients have recovered. And 'so we are reduced to the belief that the great majority of these patients will get well if we keep them alive, feed them,secure their sleep and guard them from the well-meant but ignorant efforts of their friends to rouse them from their depression.
It is difficult at times to decide whether a patient should be allowed to continue at work-, and every case has to be decided on its own merits. If the patient's misery is obviously increased by his knowledge or belief that he is not efficient and that others may suffer in consequence, it is generally wise to insist on complete rest, the medical attendant taking entire responsibility for the decision. On the other hand, there are occasional circumstances in which the patient may, with advantage, be allowed to carry on his occupation. The danger of suicide must never be overlooked; for this reason, congenial and tactful companionship is a necessity, sleep and sufficient food must be secured, and disorders of digestion should be corrected. If there is any further therapeutic measure which can be relied upon to shorten an attack of depression, I shall be glad to hear of it, though perhaps slow to believe in it.
But when all is said and done, there is no disorder of mind or body in which the attendance of an understanding doctor is so necessary to his patient, not only as a guide and comforter, but as a safeguard against the stimulating and ignorant attentions of friends and relatives.
Dr. H. Crichton Miller: Let me say at the outset that I regret that the title of this discussion should have, been worded as it is. The term " manic-depressive psychosis " may be correct enough for use in mental hospitals, but it suggests too much. The term " cyclothymia," on the otber hand, covers the subject under discussion: it includes all the milder manifestations, and brings the whole syndrome within the frontiers of everyday life. It is important that the profession should realize how widespread is the tendency to cyclothymia, and as long as we use so forbidding a term as "manic depression" that realization will be slow to come.
The complete clinical picture of manic depression is easily recognized when an accurate history is available. But the partial or early picture is much more elusive. Many physicians seem to regard as cyclothymics patients who are merely unstable. I suggest thatthe basic feature of cyclothymia or manic depression is variability of affective response, independent of the nature of the stimulus. The variability of the cyclothymic is instability only in the sense that a pendulum is unstable. He is not variable in the way that a boat with insufficient keel is unstable. Yet, if we allow ourselves to be misled by the histories given by relatives and sometimes by patients themselves, we shall conclude that for each change of phase from normality to exaltation, or from exaltation to depression, there has been an external cause. The true cyclothymic varies for endogenous reasons, and all other explanations are fallacies of lay observation. On the other hand, the large class of temperamental unstables do vary in response to emotional experiences which are too powerful for their capacity of adaptation. Thus the hysteric is often described as being either very exalted or very depressed,but rarely normal in her reactions. In a case of anxiety the patient may be described as fairly well adiusted until some situation of apprehension throws him into profound gloom. In such cases the relation of the stimulus to the response is all important for diagnostic and therapeutic purposes. But with the cyclothvmic it is otherwise. When he is exalted, a trivial stimulus of a pleasurable order produces an exaggerated affective response; when he is depressed, painful stimuli are opportunities for expressing the misery he feels. In other words, the contrast between the various groups of temperamental unstables on the one hand and the class of cyclothymics on the other, lies in the difference of personal integration. The unstables may be regarded as badly integrated personalities; the cyclothymics present two contrasted integrations, each in its way imperfect. At any rate we may say of many cyclothymics, even in the advanced stages, that during phases of normality they present every appearance of a well integrated personality, whereas of the temperamental unstables this can never be said. We may, perhaps, formulate this idea as follows: the cyclothymic is an individual in whom the response to stimulus, both in feeling and expression, ceases during given phases to be appropriate to the values of the normally integrated personality.
It is therefore evident that to study the milder examples of cyclothymia, we must be acquainted with the patient's normal personality. This may be true of all psychopathology, but in no direction is it more important than in this. The exalted and depressed phases must be studied in relation to an actual or hypothetical norm. This is in contrast to dual personality, where, theoretically at least, one of the two contrasted phases constitutes a true integration of the personality. But the differences between cyclothymia and dual personality go deeper. In the latter there is dissociation, which need never be present in cyclothymia. The difference between Dr. Jekyll and Mr. Hyde was not a mere change in affective values, but one that depended on discontinuity of personality. In the true cyclothymic the difference of response depends not on associative, but on affective, variation. Indeed oue of the most striking features of manic depression is the degree of maladjustment that can be reached before any rational failure manifests itself.
It is tempting to compare the two phases of a cyclothymic with two normal types-to say, for instance, that in his exalted phase the cyclothymic approximates to James' tough type and in his depressed phase to the tender. Perhaps it is more tempting still to say that extraversion, in Jung's sense, characterizes the one phase and introversion the other. But this is only a partial truth. To make it adequate we would need to say that in the exalted phase the cyclothymic is an extravert with the functions of thinking or sensation activated, whlile in his depressed phase he is 884 84£ an introvert with exaggerated feeling or intuition. But even so we are left with an unconvincing picture, because the essential depression is inability to experience feeling that is appropriate to the stimulus. And in a sense this is the hall mark of his exaltation too, for in that phase he is the tough extravert, responding boisterously to many stimuli but perhaps failing in appropriateness of response as much as in his depressed phase. Kretschmer, in his attempts to simplify type psychology, has made the fundamental contrast between cycloids and schizoids. This seems unfortunate. The introverted schizothyme has for his true contrast the extraverted hysteric. It would be approximately true to represent the cyclothymic as one who swings from the introversion of the schizoid to the extraversion of the hysteric. The reduced responsivity of the schizoid is shared by the depressed cyclothymic, just as the exaggerated responsivity of the hysteric is shared by the exalted cyclothymic.
If we seek an explanation of the periodic variation in reaction of the cyclothymic, we meet with nothing but negations. On the psychological side we find that no theory fits and no treatment is successful. It is of course true that many cyclothymics pass from depression to normality during, or immediately after, some form of psychotherapy. It is also true that a cyclothymic treated by mental analysis during his phase of normality may profit appreciably by emotional release and become thereby better able to carry on his life within the limits of his normal phase. But the cures of manic depressives by psychotherapy as by any other form of therapy tend to be fallacious. The propter hoc cure shows itself to be a post hoc cure when it is tried a second time. Thus the cyclothymic in his earlier phases of depression may attribute a " cure " to a holiday, to electrotherapy, to a sea voyage, to injections, to a surgical operation, or to Christian Science. But when the next depressive phase occurs the same treatment is almost certain to fail, unless it is resorted to at the time when he would in any case tend to emerge from his gloom.
And when the cyclothymic passes from depression to exultation with no intermediate period of stability, he is apt to be a very enthusiastic propagandist and to proclaim the efficacy of the alleged cure with an undiscriminating zeal which, in the light of future disappointment, is liable to be regretted. Even palliative medicinal treatment which is appreciated while it is administered has no effect on the duration of the phase. Thus a depressed cyclothymic may admit temporary benefit from some tonic treutment and even ask that it should be continued. And the relatives of an exalted patient may appreciate the value of some sedative treatment which makes him more tolerable in the house. For my own part, in only three cases have I entertained any real hope, and in all three the hope has been shattered. In all three the rhythm was a fairly exact one. The patients had been subject to cyclothymia for periods of from ten to thirty years. In one case an annual rhythm was obliterated for two and a half years, apparently by the administration of ovarian extract. In another a long rhythm of four years was extended to eight, and the only explanation available was the treatment of a serious and long-standing dental abscess. In the third a rhythm of less than a year was replaced by a period of four and a half years' normality as a result of a satisfactory marriage. All these cases have since relapsed. I am very ready to believe that in the first two there was no causal connection between the alleged cause and the improvement. In the third, however, I am still inclined to believe that marriage and increased stability were causally related.
But in general we may say that all the researches made by psychiatrists and pathologists leave us with Kraepelin's " great psychological riddle " still unsolved. No one has succeeded, so far as I am aware, in establishing any correlation between physiological changes and the affective variations of cyclothymia. It is not a change from sympathicotonia to vagotonia; it is not dependent on an altered blood-sugar ratio; the basal metabolic rate remains constant; and so on-one might catalogue a long list of'investigations that have failed to throw light on the essential character of the changes.
Nevertheless, certain fixed points remain to serve the purpose of finger-posts for our speculations.
In the first place, periodicity appears to be a physiological rather than a psychological quality. It is, therefore, reasonable to look for a somatic rather than a mental explanation.
In the second place, there is a great similarity between the euphoria of alcoholic intoxication and the exaltation of the cyclothymic. This suggests that chemical action, presumably on the thalamus, is the basic factor at work.
Thirdly, there is a good deal of similarity between the type of depression associated with chronic intestinal absorption and the depressed phases of cyclothymia. This suggests again an endogenous chemical factor. Fourthly, the commonest example of cyclothymia occurs in some women in relation to the menstrual cycle. We can, indeed, see the most exact reproduction on a small scale, of exaltation, normality and depression within a period of twentyeight days. Furthermore, it is admitted that of all manic depressives a relatively sirmall proportion are leading a physiological sex life. This suggests that the biochemical factor may be hormonic.
We might, therefore, narrow down our pathological speculations to something of of this nature: A rhythmic disequilibrium of hormonic function which tends to be self-limited, which results in an endogenous toxwumia, affecting thalamic activity in two contrasted ways, and influencing cortical activity only in a secondary manner.
The problem is not one for the psychologist,-but for the biochemist, and its solution will only be discovered within the complex metabolism of the organism in its chemical response to functional activity.
Dr. George Riddoch: Stress has rightly been laid by the previous speakers on the apparently causeless onset of depression in manic-depressive psychosis. Whilst this is common, it is not invariable, for frequently emotional disturbances precedes attacks, and appear to precipitate them. Continuity of the depressive phase is of diagnostic importance. The neurasthenic has periods which often appear almost fortuitously, in which he feels "almost himself." These are more common in the afternoon, and with the psychotic it may be so too; but in his case the depression only "lifts" to some extent, as it does after a good night's sleep, but it never disappears except during convalescence. That the depressed neurotic cries easily, and so obtains some relief, whereas the depressed psychotic does not, although he feels that if he could he would be better, is of some diagnostic significance; but again the rule is not absolute. The person who is depressed as the result of manic-depressive. psychosis, however, differs more from the neurotic in that he is more apt consistently to believe that his illness is his own fault, and tries less to project the blame on to others and external influences. His depression is little diminished, even temporarily, by reassurance.
The mental and physical sluggishness of the individual with psychotic depression is of great importance in diagnosis. Difficulty, as well as slowness in thinking, the sad expression, general immobility, as well as the poor appetite, sluggish bowel, sexual apathy and cold extremities are significant. Hallucinations in the manic-depressive, even in mild attacks of depression, are not uncommon, although they may be evident in only one attack.
From the point of view of the general physician, one must remember that the manic-depressive patient, in a state of depression, may come complaining of anything but his depression. The symptoms which he first describes may, for example, be headache, abdominal discomfort, constipation, sleeplessness, or pain in the chest, and the underlying depression may only be admitted after some time, and then with reluctance. It is kept back, perhaps, because the associated suicidal ideas have become intense.
A history of previous attacks of depression, with or without intervening periods of elation, especially if they are seemingly causeless, is important, but the second attack may develop long after the first, as in a case in which there was an interval of twenty-five years between the attacks, both of which were precipitated by anxiety. Inquiry into the family history should never be omitted.
Treatment.-There is no known cure for this form of illness, which is due in part to a constitutional defect. We are not, however, completely helpless in regard to it. Something can be done to diminish the patient's misery by placing him in a suitable environment and giving him sleep, if necessary by the use of hypnotics. Such patients are usually better dealt with away from home, but a mental hospital is not the best environment in the milder states of depression. They may seek admission there as a protection from suicide, but they are often acutely aware of their surroundings, and are, on recovery, unhappy in the memory of them. A home in the country, like the Cassel Hospital, endowed, and with an adequate nursing staff, would be a great boon, and would be most suitable for the care of patients suffering from recurrent depression.
The importance of tact and patience on the part of doctors and nurses cannot be over-estimated. Psycho-analysis is to be condemned, as it leads to aggravation of the symptoms.
The danger of suicide has to be kept in mind, even when the depression is slight. The danger is particularly great during convalescence, when the patient may simulate cheerfulness in order to be discharged and so have a chance to end his misery.
Dr. Henry Yellowlees said that the first and most important point which this discussion presented was the differential diagnosis between neurasthenia and psychotic depression. The view existed that there was only a difference of degree between the patient who was feeling a trifle downhearted and the patient who was psychotically depressed. Against that idea he (the speaker) strongly protested. The popular phrase that melancholia was a caricature of normal depression was misleading, unless it was made clear that caricature implied a difference in kind as well as in degree. For the same reason he looked with suspicion on the phrase " mild melancholia." Of course, the psychosis under discussion might show various grades of acuteness or intensity, but in stressing the term mild" there was a tendency to forget the melancholia. It was not customary to speak of "mild pneumonia." Pneumonia was never a mild illness, though some attacks were less severe than others.
The diagnosis between neurasthenia and the form of melancholia with which it was often confused was a clinical problem, the crucial point being that the neurasthenic was a person of active emotional reactions, who bewailed the limitations which his illness imposed upon him; whereas the melancholic was the reverse. It was now the fashion to regard Kraepelin as somewhat old-fashioned, and no doubt much of his psychology and terminology were out of date; but that great authority knew much more about the problem underodiscussion than the majority of those who succeeded him. To make this diagnosis was perhaps the most responsible and most difficult task in psychological medicine, and without an understanding of Kraepelin's view-point it became a matter of more or less intelligent guess-work.
Two other important points to which he would allude were: a recognition of the cardinal neurasthenic symptom, namely, excessive fatigability, and the final and subtle touchstone, namely, the presence of insight in the neuroses and its absence in the psychoses. The psychotic, however mild his illness, had not insight.
He (the speaker) had never known that touchstone to fail.
There was one essential for the physician in this matter: he must have an intimate knowledge of the natural history of the disease. All made errors in this matter, but the man whose practical training in and acquaintance with the psychoses began and ended in his own consulting room, would make more mistakes than others would do.
Mild simple elation was undiagnosed more often than any psychosis whicl he (the speaker) knew. This was probably due to lack of training which blinded one to the wood because of the trees. One often heard the remark, " He is sane; he has no delusions." A few months ago a patient entered his consulting room, not as a patient, but "for a friendly chat," though he (Dr. Yellowlees) had never seen him before. The man told him of his income, his investments, and the provisions of his will; he informed him of his wife's Christian name, the circumstances of his proposal to her, and all the chief events of his honeymoon. He then went on to impart his views on politics and religion, and also on sexual moralitv. He then inquired after his (the speaker's) family and finances, and asked if he had any difficulty in securing a regular daily action of the bowels. He reassured him on the point, and the patient finally invited him to dine with him, and left saying he could rely upon him. Apart from the closing remark, Dr. Yellowlees had no reason to doubt the truth of anything he had said. He had no delusions, but he was desperately ill, he was psychotic, and was a hypomaniac.
The difficulty in looking at such cases as a whole was illustated in Courts of Law. The majority of the psychiatric causes cdlbres hinged on this question of mild simple mania, and the procedure was always the same; physician after physician entered the witness-box, and a series of isolated acts of the patient were described, and in connexion with each one of them came the query, " Is that a sign of insanity ? " He (Dr. Yellowlees) was hoping that someone would protest against the iteration of this meaningless question and insist upon describing the mental state of the person as a whole, and in his own way.
Surely there was some misapprehension of the meaning of the word " treatment." He took it that pKevious speakers would agree that there was a treatment for pneumonia, and a treati&ent for enteric fever; but it was agreed that whatever treatment was applied, one was unable materially to alter the date of the crisis in pneumonia, or the gradual fall of the temperature in enteric fever. But the fact that an illness had to run its course hardly justified one in saying there was no treatment for it. The treatment depended on the proper conception of manicdepressive psychosis as a whole. For many cases, especially in the manic phase, ' management" was a better word, because it was true that in a sense mild mania was untreatable. His (the speaker's) point was concerned with the difference between melancholia and neurasthenia. Melancholia was a psychosis, and it was, ipso facto, not amenable to psychotherapy. Neurasthenia, on the other hand, was amenable to psychotherapy in general, and vwas often especially amenable to analysis in particular. The diagnosis of melancholia needed courage, and its treatment-a very real thing-needed time and patience, experience and specialized skill. Therefore it was not surprising that attempts to treat melancholia on psychological lines were frequently made, and his mind had been relieved to hear such weighty opinions as those of previous speakers expressed against such a proceeding. Psychotherapy, in one sense, was an important adjunct to treatment; it encouraged the patient and relieved his suffering by suggesting hope, etc., but he (Dr. Yellowlees) was referring to the word in the modern sense.
Psychopathology explained many of the mechanisms of the disorder. It explained why it was so much better to treat the patient out of his own house, and also explained many of the symptoms and mechanisms, in both the manic and the depressed phases of the psychosis. But there was always a wealth of material to be analysed in a depressed patient. Cure of melancholia by analysis was impossible. If a physician attempted such a thing, there were only two explanations; the charitable assumption was that he knew nothing about melancholia! He (the speaker) was not happy about this question of the treatmient of melancholia. One could not read the newspapers for a week witlhout seeing a report, usually of an inquest, with the ominous line, "His doctor had been treating him for depression." Whate-ver efforts were made to explain it away, the danger of suicide in any form of manic-depressive psychosis was an ever-present one, and it was the duty of the physician to refrain from adding himself to the dubious company of those who treated patiefits for depression with the possibility of such a result as an inquest.
Dr. W. R. Reynell: The diagnosis of a fully-developed manic-depressive case presents no great difficulty, but it is otherwise with the mild case3. The first attack may consist of a single phase, usually depression, occurring several times before the complete cycle establishes itself. I am not convinced that the depression in these cases is always of the same kind. Some will have feelings of sin and remorse, others ideas of poverty, of disease, of inferiority, and of resentment against others, the character of the morbid ideas depending upon the patient's personality. Sooner or later the other half of the cycle will develop, with feelings of euphoria and reversal of affect. We cannot make any hard-and-fast classification of these mild types, which shade off into anxiety cases and minor forms of emotional instability, on the one hand, and into the graver psychoses on the other. We cannot distinguish sharply between psychoneuroses anid psychoses. The difference is one of degree rather than of kind. Complex entities cannot be classified into "either" .... or," they are usually both and sometimes neither ! A "depressed" case is not always a purely neurasthenic or a purely manic-depressive case---it ip often both and sometimes neither, e.g., a schizophrenic. Most cases in fact are mixed, and" borderland cases" sometimes show features of psychoneuroses and, at other times, of neuroses or-psychoses. Manic-depressive cases are often abnormally fatigable, like neurasthenics. They may have fainting fits which are on the borderland of epilepsy, and in rare cases true epileptic fits occur. Migraine occasionally undergoes what has been called the " epileptic transformation," especially at the menopause, and in some subjects the attacks are replaced by sudden fits of depression without headache and often preceded by a short period of euphoria. Epileptic fits may be replaced by "psychic equivalents," and even the depression of an attack of gout may be preceded by feelings of euphoria. All the periodic psychoses and neuroses seem to be related, both in genealogy and in manifestations. More than 80% of nervous" cases show a 'nervous " heredity often including both psychoneuroses and psychoses. Surely all this points to some inherited somatic defect. "Psychotic potential" is perhaps as good a name as any. If there is such a factor it will vary from zero to the maximum, in any large number of persons. Wle may suppose that if the inherited defect or psychotic potential is low, no amount of conflict, mental stress, or toxwemia, will produce psychotic symptoms, but rway be enough to produce psychoneuroses. If the psychotic potential is higher, -psychoses may develop with exceptional conflict, stress or toxLemia, and in patients with a still higher potential, psychoses will be caused by comparatively slight psychogenic or exogenous factors.
Again, let us consider a large number of " nerve " cases with neurotic inheritance. We would expect that on the above hypothesis, if we plotted the number of cases against the psychotic potential, estimated by frequency of psychoses in family history and by other means, we would get a " normal " curve of distribution. If a patient has an;inherited tendency to develop ary periodic affective psychosis such as a manicdepressive cycle, or indeed such symptoms as headache, migraine, epilepsy, dipsomania, asthma, or insomnia-the actual attack may be precipitated by endogenous or exogenous causes, by internal or external disharmonies, by psychogenic or physiogenic factors. The " trigger" is in fact psycho-biological. The patient with low nervous potential may suffer from any or all of the common nervous svmptoms -migraine, insomnia, fainting fits, depression, anxiety, indecision-and the rest.
The neurasthenic often shows superimposed cycles of euphoria and depression, and may or may not develop into a typical manic-depressive case. My views on treatment follow naturally on what I have just said. The greater the psychogenic factors the more psychotherapy is indicated; the greater the somatic factors, the more we will rely on rest, isolation and physiotherapy. The particular kind of psychotherapy that is needed will depend upon the individual case-in some "scratching the surface" will suffice, in others the surface must be "ploughed up," and in a few deep mining" may be necessary.
Dr. Helen Boyle: I wish to deal with the connection between mild manicdepressive, or cyclothymic tendencies, and endocrine-more especially thyroid gland -disturbance, i.e., hyperthyroidism, hypothyroidism, and possibly dysthyroidism. This relationship, if true, may have some bearing upon both the diagnosis and treatment of these conditions. My cases, some of them under observation more or less for twenty years, have been mainly of this mild uncertifiable cyclothymic order. In some of them attacks of insanity have developed, and they have passed on to mental hospitals, in others the patients have died.
From observations in hospital and private practice it seems to me that there is too high a percentage of manic-depressives who show evidence of thyroid disturbance for the connection to be due to coincidence. Out of the last hundred private cases thirteen were manic-depressive or cyclothymics, and in six of these there had been thyroid trouble at some time, others had a rapid heart and other suggestive evidence, while of the other eighty-seven only one (a schizophrenic) had a large thyroid. Out of 100 consecutive cases at the Lady Chichester Hospital, six were cyclothymics, and in four of these the patients had large thyroids. Of the ninety-four others only eight had large thyroids.
In some manic-depressive cases there is a history of definite enlargement of the thyroid during adolescence, and evidence of mental or nervous instability of a cyclothymic type accompanies the thyroid enlargement when it appears. There seems to be no essential difference, except in (legree, between the mild noncertifiable cases, and those in which the patients become so much excited that they must be regarded as manic, or so much depressed that they are suicidal. Kraepelin's classification definitely includes these mild cases, and he observes that thyroid enlargement is sometimes present.
Dr. Golla, in his interesting paper, "The Mental Symptoms in Hyperand Hypo-thyroidism," said:
"We should expect that the cardinal feature of the mental disturbance accompanying hyperthyroidism would be of the nature of a general hypermotivity complicated to a greater or less degree by the exhaustion festhenia following on the excessive metabolism." Later, he says: " Exacerbations occur in which the mental symptoms resemble in many ways those of manic-depressive insanity, from which they may to some extent be distinguished by their greater mutability and the ease with which they can be influenced by external suggestion." The qualification "to some extent" shows up the difficulty, and possibly the lack of suggestibility is due to the severity of the disease rather than to inherent differences. I submit that some mild manic depressives are open to suggestion. Again,lhe says: "Symptoms of hyperthyroidism are not infrequent inmany well-developed cases of manic depressive insanity and agitated melancholia and in such cases periods of excitement correspond with the appearance of symptoms of hyperthyroidism and subside when the thyroid symptoms abate." When we compare the description of the mental and physical states in maniia and melancholia with those in hyperand hypo-thyroidism, it is interesting to see how much they have in common.
Manic-depressive disturbance is commoner in women than men, so is Graves' disease, estimated as high as ten in woman to one in man, and in myxcedema seven women to one man. The usual age for the onset of Graves' disease is from 16 to 40.
Manic-depressive insanity also usually begins between these ages.
A point which is of interest in view of the possible connection with the thyroid is the immunity from ordinary infection-such as "colds," influenza, etc.-which some of these patients appear to possess during some phases of their illness. One said: "I never get a cold when I am ill like this." The immunity is only temporary, for when they are in their normal phase they are once more vulnerable, a fact which appears to indicate something not purely psychogenic in the disease, or at least a physical result of the disease. In one case of Graves' disease, of which I had the care six times from 1916 to 1928, when the patient died, there was marked alteration from hyperto hypothyroidism. The patient had a large thyroid, which varied considerably in size, and she showed cyclothymic tendencies. She had typical excited attacks, with flight of ideas, desire for unwise enterprise, letters fifteen pages long, motor excitement, unfatiguability, etc., followed by intense depression, even to the extent of suicidal attempts.
From the psychogenic side it is stated that the conflict at the root of this disorder dates from the third or fourth year, and is a conflict between the ego and the super-ego (Stoddart). But apart from this, fear is a potent source of thyroid trouble and it may well be that fear of some aspect of life is at least a contributory source of the thyroid enlargement at adolescence, even such superficial and obvious fears as fear of failure in examinations, or in games, or in the gymnasium, or in popularity. Is it possible that this fear of failure, based on deeper conflicts, and the intensive striving to attain, stimulated by the thyroid secretion, may be succeeded by exhaustion, thus establishing a cyclothymic tendency?
There are many and various indications of the parallel appearances in cyclothymia and in states due to disturbance of the thyroid. Kraepelin remarka that, while in the manic attacks the scanty hair grows afresh, in the depressive phrase the skin is dry, rough, the eye dull, the growth of nail stops or is irregular, and the menses are scanty or intermittent, a state which suggests hypothyroidism. In Price's " Textbook of the Practice of Medicine" the onset is stated to be, as a rule, between the ages of 20 and 30, and the onset of Graves' disease between the ages of 15 and 30.
The incidence, as regards sex, is stated in Price's "General Medicine" to be 6 women to 1 man in Graves' disease cases, and of certified manic depressives in Kraepelin's clinic, 70% are women-a large preponderance of women. There are no figures for the milder uncertifiable cases. The functional activity of the normal thyroid differs at different times of the year. This also applies to many manic depressive cases which show annual variation.
Again, in Price's " Textbook" it is stated that in Graves' disease, the origin of the thyroid trouble is possibly due to stimulation of the cervical sympathetic by suprarenal gland extract or alimentary tract toxins. If the former, it is of emotional origin, if the latter, it is due to an infection, but evidence is inconclusive. One observer found 72% had a history of psychic insult and local infection in 40% cases.
It is said by some that manic depressive insanity is a pure psychiosis," therefore possibly emotional in origin.
In Graves' disease carbohydrate oxidation is said to be modified to cause glycosuria.
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Kraepelin quotes that in manic depressives alimentary glycosuria occurs in 67% in depression, in 19% in mania.
Treatnzeut.-A few cases seem to be helped in the depressed state by endocrine medication, but in those in whzich there is much excitement in the manic phase this treatment appears to be of no use in the succeeding asthenic state, the whole organism is played out. The condition of the pulse is a help here and so is regular weighing. In the still milder cases one of the chief needs is employment well within the powers of the patients and where they will obtain appreciation and encouragement, where no severe effort is ever needed, and where there is no power to disorganize the work by optimistic and ill-balanced schemes in the euphoric stage. The patients should in the normal stage be informed, so far as it is possible without depressing them, of the probabilities of the disease. The knowledge helps to steady them in the manic phase and to re-assure them in the depressed phases.
They should keep in touch with a doctor whom they can trust, as severe attacks may supervene. If it is true that these cyclothymics begin in many cases during adolescence, and that enlargement of the thyroid is associated with the disease, it follows that these adolescent cases should be guarded from all strain, anxiety and competition and that they should be watebed for.
In one case deep X-ray therapy was used, but though it seemed to steady the pulse and nervous condition, the patient died not long afterwards from some ill-defined internal mischief, with severe diarrhoea.
Apart from symptomatic treatment, medicines appear to be of little avail, but they are of great value in relieving symptoms. Rest in bed is the most useful treatment, especially with plenty of fresh air, and imassage when required.
In conclusion, I would enter a plea for the whole group of manic-depressive disorders to be reconsidered, with a view to possible subdivisions.
Dr. Neill Hobhouse: Sir Farquhar Buzzard has made it clear that the recognition of these cases by the profession in general has not yet been achieved. I think that in the differential diagnosis of the manic-depressive psychosis in the early stage the question which arises most frequently is just the one which he has discussed so fully, i.e., the diagnosis between this disorder and an anxiety state. I recognize that the conditions to which I shall refer are not such common sources of difficulty, but my excuse for mentioning them is that they are for this reason more likely to escape notice.
After one has come to the conclusion that a patient is suffering from depression which is endogenous, fairly abrupt in origin, and out of keeping with his previous mentalhabit, there remains the question whether one is dealing with a case of manic-depressive psychosis orspmething else. There are one or two conditions which produce a similar mental state, but should not cause much difficulty. An early stage of general paralysis of the insane may do this, and may simulate either an exalted or a depressed type of cyclothymia. Another disorder is myxcedema; it should not present great diffidiilty in diagnosis, and I would hardly have mentioned it if I had not seen, during the last year, a woman who had been certified and retained in a mental hospital and who was suffering from a severe myxoedema which had not been treated. If an attempt is made to study depression as a symptom, I think that hypothyroidism certainly deserves its place among the causal faetors. There is another condition which deserves a prominent place in the differential diagnosis of depressive states, the milder manifestations of meningo-vascular syphilis. Some years ago I examined a number of ex-Service men who had developed nervous symptoms and made a claim on the Ministry of Pensions. A great number were suffering from anxiety-states, frequently of a type closely allied to the litigationneurosis. But there were a considerable number with mild depression, loss of interest, mental retardation, without confusion but with occasional bursts of temper, whose past history and general outlook on life were very unlike those of the psychoneurotic. I was struck by the number who had been treated for syphilis. I investigated most of these cases, and it was not rare to find a positive Wassermann reaction and a moderate increase in cells in the cerebrospinal fluid; the blood was less often positive. The cerebrospinal fluid and the response to anti-syphilitic treatment made it clear that they were not cases of general paralysis of the insane. Under anti-syphilitic treatment nearly all made great improvement, losing their depression, but not always regaining their former efficiency. I have seen several cases more recently, in which a history of depression typical of that which we are discussing, has been given by a patient who had signs in the cranial nerves of meningo-vascular syphilis, and I believe that this disorder may produce a mental state which can simulate that of manic-depression. I stress particularly the cases which had received treatment in the past, for it is common for a patient to have treatment for syphilis, and to think no more about it. I take it that in these cases the treatment had warded off the more serious symptoms-the confusion and intellectual impairment, as well as the cranial nerve palsies-but that a recrudescence of disease had produced the change of affective state. The response to treatment showed that they were not due to residual vascular changes. My experience has led me to regard meningo-vascular syphilis as a possibility to be considered whenever one meets with a case of endogenous depression of recent origin with no history of previous attacks.
The phase in which there is an acceleration of mental activities and speech, and a raising of the affective state, is not so common or so serious as the depressive variety, but in a mild stage it often comes the way of the neurologist. These patients will probably'be clear of the dumping ground of neurasthenia, but there is a lesser dumping ground of hysteria in which they are often deposited. The features which they have in common with hysteria are excitability, and the rather noisy combativeness with which they respond to any opposition. Fundamentallv they are different from the hysterics; they do not feel ill, do not pity themselves or desire the pity of others, and their behaviour is not actuated by desire to attract attention. Nearly always they have come to the doctor under pressure, because they bave become difficult to live or work with. The high value which their euphoria gives to their own opinion is frequently the factor which gets them into trouble; they are unable to refrain from impressing their views on their superiors, and from suggesting improvements in their neighbours' mode of life. In my experience they have mostly been women between the ages of 25 and 35, and have been of a definitely efficient type. unlike the usual subjects of hysteria. I expect that most of us have come across cases of hyperthyroidism in which the psychic changes seem to have preceded the physical ones; in which the tremor and tachyeardia were not more than might be met with in a somewhat excited patient, and in which the customary fatigability and malaise were masked by euphoria. I have often seen similar cases in which there wvas some enlargement of the thyroid, and I have more than once been in doubt when there was not. The B.M.R. is not as helpful as might be expected, as it will probably be on the border of the normal. One thing which emerges from this discussion is the general agreement that the clinical entity which we are considering requires greater recognition by the profession. If these cases are to be recognized they must be recognized not as "mental cases," but as patients who turn up in out-patient clinics and in practice. I should like to discard the term " manic-depressive psychosis." I am sure that it is important that a new name should be adopted; I think it would be advantageous if this name sounded more distinctive, more suggestive of a clear-cut entity, than an expression such as endogenous depression. The word "cyclothymia" seems to suit the purpose as well as any.
Might not its adoption in textbooks mark a step in the fulfilment of the object which inspired this discussion ?
Dr. E. B. Strauss: For several months past I have been an assistant in Professor Kretschmer's Psychiatric Clinic at the University of Marburg, and my views on the subject under discussion are therefore largely those of the Kretschmer School-a school in direct succession to those of Kraepelin and Bleuler.
I shall restrict my remarks to the depressive side of manic-depressive psychosis. During our first years of clinical psychiatry, we are struck by the extreme frequency of manic-depressive psychosis; later, this impression is corrected, and we are forced to the conclusion that this psychosis is much more uncommon than we previously thought. The implication is obvious, namely, that the diagnosis was too comprehensive and that our conceptions of manic-depressive psychosis as a clinical entity have undergone considerable modification in the light of the work of modern psychiatrists, especially that of Kretschmer. By no means all depressive attacks, even periodic depressive attacks, should be diagnosed as manic-depressive psychosis. Differential diagnosis is of paramount importance, for on that depend both treatment and prognosis. Depression may occur as the most prominent symptom in the manic-depressive psychoses, reactive depression, depressive catatonia, arteriosclerosis, dementia paralytica and senile dementia; and it may largely colour psychoses of known toxi-metabolic or dysendocrine origin. Manic-depressive psychosis is the second most important of the group of the endogenous psychoses. It is an unalterable congenital component of the patient's entire being. It is so much an entity, that it is intimately bound up with questions of heredity, and there are, corresponding to the psychosis, psychopathic temperamental characteristics (termed cycloid) and normal temperamental dispositions (termed cyclothymic), which are equally congenital and unchangeable. Further, there are definite affinities between circular psychosis, the cycloid and cyclothymic dispositions, and a certain type of physique, termed pycnic. Kretschmer does not maintain that a person of leptosomatic physique cannot suffer from true manic-depressive psychosis, or that pycnics are immune from schizophrenia; he merely emphasizes the striking affinities between the endogenous psychoses and certain physical types, and recent work has definitely proved that the course and symptomatology of manic-depressive psychosis and schizophrenia are greatly modified in the presence of unaffiliated physical characteristics, in the patient himself or his immediate family.
All this is of great importance in establishing the diagnosis of manic-depressive psychosis. The anamnesis is all-important and must contain a carefully taken psycho-biological record of the patient's immediate family, so that we can evaluate the schizoid-schizothyme, or cycloid-cyclothyme familial factors on the one hand and the predominant familial habitus on the other, and utilize this knowledge as diagnostic indices. The anamnesis must also contain a careful estimation of the patient's temperament and character in his periods of mental health. It is also important that the patient should be completely measured and his physical type established. Finally, the psycho-physical examination must include a search for traces of all schizophrenic stigmata; observations of the patient's motor idiosyncrasies is a great help in this respect. We are now in a position to make our diagnosis, give our prognosis, and prescribe the correct treatment. If we find that our patient has had previous attacks of depression, or is usually over-boisterous and geniaI, or has, in fact, a temperament and disposition which fits in with any of the cycloid or cyclothymic groups, and if we find further that his physique is predominantly pycnic and that pycnic and circular cycloid or cvelothymic traits predominate in his family, we can establish a diagnosis of manic-depressive psychosis with absolute certainty. We know that unless the picture is complicated by organic factors, such as arteriopathy or para-or meta-syphilis, the patient will recover, usually within six months; and we know the most appropriate method of treating the attack. To my mind, it is unthinkable that a person with a predominantly schizoid make-up could develop a typical attack of manic-depressive psychosis. Depression occurring in such a subject should always arouse suspicion of a depressive attack of the catatonic form of schizophrenia, or of a mixed psychosis. In such cases the prognosis is always different and nearly always worse.
Just a word about reactive depression, probably one of the most common forms of depression met with in psychiatric practice, and a form most frequently mistaken for manic-depressive psychosis. This condition is precipitated by an intolerable situation in the patient's actual life. It is allied to true neurasthenia, prisonpsychosis, and the like. Whether the condition is entirely exogenous or whether a current conflict stirs up and allies itself to unconscious psychisms, may be debated by psychoanalysts. It is certain that it is not endogenous and constitutional in the sense in which manic-depressive psychosis is so. Judging from my own experience, I should say that reactive depression is a disease of schizoid personalities (with or without the correlated physique) rather than of cycloid or circular personalities. Oddly enough, the cycloid faces real trouble with great composure and does not respond with a depressive attack. His depressive phases seem to bear no relation to the actual outside situation. It is in this reactive or situational type of depression that psychotherapy can be of most benefit. Institutional treatment, to my mind, is desirable in even the mildest attacks of manic-depressive psychosis. In England there are three hospitals for nervous diseases and two or three special hospitals for uncertified mental cases. In Germany, every large town has its "Nervenklinik," which serves a whole district. In the Nervenklinik every type of nervous disorder, neurotic, psychoneurotic or psychotic is treated, and people think no more of being admitted into the Nervenklinik than into the "medizinische," "chirurgische," or any other kind of "Klinik." In England, the idea of admission to the Maudsley or Bethlem Hospitals, or as a voluntary patient in an ordinary mental hospital, is still terrible to the patient and his relatives. I believe that in an institution the mild cases do better with light occupational therapy than with complete rest. Agitated cases do well when there are no contra-indications (and there are many possible contra-indications) with continuous narcosis with avertin for about ten days. Completely inhibited depressives respond well to pyrexial treatment, which should be begun just as the patient emerges from his depressive apathy. In the case of women, whose depressive attack coincides with the climacteric, or occurs post-climacterically, a really active preparation of ovarian gland (I know only one such preparation) sometimes helps remarkably to shorten the attack.
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